Professor Grahame (March 2002 JRSM 1 ) suggests that an escalation in the cost of disability bene®ts may be due to the decline in rehabilitation services. I was fortunate to gain experience in medical rehabilitation in the 1960s, while registrar in Dr Frank Cooksey's department at King's College Hospital. There, short but intensive courses of rehabilitation were offered with the purpose of a return to employment in suitable work or, in the case of housewives, independence in the home and kitchen. It became clear to me, at that time, that without motivation this exercise was not as fruitful as one would wish. This impression is supported by the extremely good outcome from rehabilitation reported in airmen in the Second World War, a highly motivated group of people.
The sharp rise in non-means-tested bene®ts in the past ten years could in part be due to lack of rehabilitation shortly after the incident causing the disability. However, my experience as a medical member on bene®t appeals tribunals suggests that the main problem is often a lack of motivation for improvement. This is at times due to cultural differences in coping with disability. It is also due to the intervention of certain welfare rights organizations that urge clients to claim greater disability than can be objectively demonstrated, with a hope of obtaining the highest bene®ts.
It therefore appears to me that the present system and criteria for obtaining ®nancial bene®ts does not encourage or motivate claimants to improve, and expensive rehabilitation, unfortunately, would yield only a marginal improvement. The man who walks backwards
Marita R Brown
We entirely agree with Dr Brown and Professor Peet (March 2002 JRSM 1 ) that the backward walking by their dystonic patient who subsequently developed psychosis was unrelated to his psychosis per se. Walking backwards in preference to forwards can be a feature of dystonia, whether primary (their patient initially had torticollis and later truncal torsion) or secondary (he was treated with neuroleptics, which may have caused superadded tardive dystonia). It is one of the many manifestations of`task-speci®city' that in the past caused dystonia and other movement disorders to be mislabelled psychogenic. Unfortunately this can still happen. The list includes not only patients with dystonia but also patients with Parkinson's disease who may be able to run up and down stairs but not walk on the¯at, and patients with orthostatic tremor who are unable to stand still but have to keep moving like the white rabbit. The precise reasons for these disparities are not understood, but they are very strong pointers to organic extrapyramidal disease. Although satis®ed by my training so far, two developments are cause for concern. The ®rst is the introduction of shift-systems for junior doctors, preventing continuity in education with patients throughout their training; and the second is the negative in¯uence of medicolegal issues, limiting the activities of students. These factors might prevent my generation from gaining all the experience that our seniors enjoyed at the same level. 
Mystery syndromes
Dr Le Fanu's collection of`mystery syndromes' (March 2002 JRSM 1 ) contains a case that is no mystery. Thè walker's ankle rash', though surprising to those affected, is friction dermatitisÐa form of irritant contact dermatitis. The eruption, which I have experienced, can be¯orid in appearance and unpleasantly symptomatic with troublesome itching on a background of tender skin. It responds rapidly to treatment with an emollient such as Nivea, E45 or whatever is available in the nearest village shop. No topical corticosteroid is needed. There is no need to interrupt the walking holiday. The skin just above the tops of the walking boots is unaccustomed to the friction of boots through socks, applied for several hours in a day, possibly in wet and cold weather conditions. A further factor is that the skin becomes drier and more susceptible with age; friction that caused no trouble last year may be too much this year and subsequently. Earth-eating I was sorry that the interesting article by Woywodt and Kiss (March 2002 JRSM 1 ) did not include the association with zinc de®ciency. One of the ®rst descriptions of zinc de®ciency in man was made by Prasad, Halsted and Nadimi in 1961 in adolescent boys in Iran who had been clay-eaters since childhood 2 . It was a syndrome of dwar®sm, sexual retardation and iron-de®ciency anaemia and the ®rst two of these responded to zinc therapy. Later a similar syndrome was reported in Egypt but schistosomiasis was a factor (which it was not in Iran) and clay-eating was not found; the dwar®sm and sexual retardation responded to zinc therapy.
M F Corbett
Clay contains anions such as phosphate which bind zinc, making it unavailable for absorption. In regions where the diet is high in phytate, which also binds zinc, de®ciency of this essential element is found.
